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2005
Caron B. Rockman, Karan Garg, Glenn R. Jacobowitz, Jeffrey S. Berger, Firas
F. Mussa, Neal S. Cayne, Mark A. Adelman, Thomas S. Maldonado
Background: The benefit of carotid endarterectomy (CEA) in female patients
has been questioned by various randomized, prospective trials, particularly in
asymptomatic cases; several have noted an increase in perioperative stroke
among women after CEA. The outcome of carotid angioplasty and stenting
(CAS) has not been extensively examined in women. This study examined
the outcome of CEA and CAS in women vs men by using a national database.
Methods:Outcomes of CEA and CAS were stratified by sex using discharge data
from the Nationwide Inpatient Sample (NIS), Healthcare Cost and Utilization
Project (HCUP), Agency for Healthcare Research and Quality. The NIS was
used to identify patient discharges that occurred during 2004 and 2005. Appro-
priate International Classification of Diseases, 9th Revision (ICD-9) procedure
and diagnosis codes were used to identify CEA and CAS cases. Outcome
measures included in-hospital perioperative stroke and death. Comparisons
of demographics, procedures, and outcome were performed between men
andwomen. Additional analysis was performed amongwomenalone to attempt
to identify whether improved outcome was noted with either procedure.
Results: Of 54,658 procedures, 94.2% were CEA and 5.8% were CAS. Women
comprised 42.3% of the analyzed cases. Women and men were equally likely
to be symptomatic (5.3% vs 5.3%, P = .8). Women were significantly less likely
to undergo CAS than men (5.4% vs 6.1%, P < .001). Women and men had
equivalent rates of perioperative stroke when undergoing CEA (1.0% vs
1.0%, P = .9) and CAS (2.7% vs 2.0%, P = .2). Symptomatic women had a signif-
icantly higher rate of perioperative stroke overall than did symptomatic men
(3.8% vs 2.3%, P = .03). Asymptomatic women had a significantly lower peri-
operative stroke rate after CEA than after CAS (0.9% vs 2.1%, P < .001). Rates
of perioperative showed a trend favoring CEA vs CAS among symptomatic
women (3.4% vs 6.2%, P = .1).
Conclusions: The concern regarding an increased perioperative stroke rate
after CEA among asymptomatic women appears to be unfounded. The peri-
operative stroke rate among symptomatic women was higher than that of
symptomatic men, but still well within the acceptable range for symptom-
atic patients undergoing a cerebrovascular intervention. Nationally, women
underwent CAS significantly less frequently than did men. Outcome among
women for perioperative stroke favored CEA over CAS, particularly in asymp-
tomatic patients. CEA may be the preferred treatment in women seeking
intervention for cerebrovascular disease, unless compelling reasons exist
to perform CAS.Endovascular debranching of the aortic arch during thoracic endograft
repair
Giancarlo Cires, Robert E. Noll, Francisco C. Albuquerque, Britt H. Tonnes-
sen, W. Charles Sternbergh
Background: Treatment of complex thoracic aortic pathology increasingly
requires coverage of one or more aortic arch vessels. Endovascular* Full articles available online at www.jvascsurg.org
1078e5884/$36.00
doi:10.1016/S1078-5884(11)00249-8debranching with a chimney technique can reduce or eliminate the need
for surgical bypass. In this study, we evaluate our initial experience with
planned endovascular debranching of the aortic arch.
Methods: During a 13-month period, nine patients were treated with endo-
vascular debranching during thoracic endograft placement. Balloon expand-
able (n = 7) or self-expanding stents (n = 2) were deployed (innominate, n =
2; left common carotid, n = 2; left subclavian, n = 5) along with either TAG
(W. L. Gore, Flagstaff, Ariz; n = 8) or Talent (Medtronic, Minneapolis, Minn; n
= 1) endografts. Four patients required six surgical bypasses to additional
arch vessels (right to left common carotid artery, n = 2; left common carotid
to subclavian artery, n = 4).
Results: Indications for thoracic endograft placement were aortic transec-
tion (n = 4), aortic aneurysm (n = 2), aortotracheal fistula (n = 1), contained
aortic aneurysm rupture (n = 1), and acute aortic dissection (n = 1). Endog-
rafts were deployed into zones 0 (n = 2), 1 (n = 2), and 2 (n = 5). Technical
success of endovascular debranching was attained in eight of nine patients,
with maintenance of branch perfusion and absence of endoleak. Periopera-
tive morbidity included one myocardial infarction and one stroke that
resulted in the patient’s death. During subsequent follow-up (range, 2-25
months), there were no instances of endoleak secondary to chimney stents.
All debranched vessels maintained primary patency.
Conclusion: Endovascular debranching permits planned extension of the
thoracic endograft over arch vessels while further minimizing the need for
open reconstruction. Short-term results indicate technical feasibility of
this approach. Long-term outcomes remain undefined.National trends and regional variation of open and endovascular repair of
thoracic and thoracoabdominal aneurysms in contemporary practice
Salvatore T. Scali, Philip P. Goodney, Daniel B. Walsh, Lori L. Travis, Brian W.
Nolan, David C. Goodman, F. Lee Lucas, David H. Stone
Objectives: Successful surgical management of thoracic aortic aneurysms
(TAA) and thoracoabdominal aortic aneurysms (TAAA) has historically relied
upon open surgical repair (OSR). More recently, the advent and application
of thoracic endovascular stent graft aneurysm repair (TEVAR) permutations
have become increasingly performed in contemporary practice. To better
determine the effect of TEVAR techniques on OSR, we examined national
and regional trends in treatment use.
Methods: All Medicare patients from 1998 through 2007 undergoing isolated
TAA and TAAA repair were analyzed using a clinically validated algorithm
using diagnostic International Classification of Disease 9th revision (ICD-9;
441.1, 441.2, 441.6, 441.7, 441.9) codes and procedural (ICD-9 OSR:
38.35, 38.45 and TEVAR: 39.73, 39.79) codes. Differential rates of OSR
and TEVAR were compared across census tract regions during the study
interval.
Results: Total complex aortic repairs increased by 60%, from 10.8 to 17.8/
100,000, between 1998 and 2007 (P < .001). A dramatic increase occurred
in TEVAR (not performed in 1998, 5.8/100,000 in 2007) during the study
period, but OSR rates remained stable during the same interval (10.7 to
12.0/100,000 in 2007, P = NS). There was substantial regional variation for
both OSR and TEVAR. This regional variation was greater in OSR (range,
8.8-16.7/100,000) than in TEVAR (range, 4.5-6.9/100,000).
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the United States at an increasing rate. This reflects the rapid acceptance
of TEVAR, which apparently supplements rather than supplants OSR. There
appears to be greater regional variation in OSR compared with TEVAR. These
data may have significant implications for those interested in the effect of
new technologies on health care and cost containment.Transverse minilaparotomy for open abdominal aortic aneurysm repair
Hany Hafez, Mlotshwa Makhosini, Nima Abbassi-Ghaddi, Robert Hill, Mark
Bentley
Introduction: Traditional open surgical repair for abdominal aortic aneu-
rysm (AAA) is a major procedure with a relatively high risk of perioperative
morbidity. This article describes the results of minimally invasive open AAA
repair through a transverse left upper quadrant minilaparotomy.
Methods: Between January 2007 and June 2010, 83 consecutive patients (77
men) underwent elective or urgent repair of a nonruptured AAA through
a horizontal transperitoneal left upper quadrant minilaparotomy. Postoper-
atively, patients were fast-tracked through a multidisciplinary recovery
program.
Results: Repairs were urgent in 15 patients (18%), and 10 (12%) had aortoil-
iac aneurysms. American Society of Anesthesiologists (ASA) scores 1 to 4
were 3.6%, 44.6%, 42%, and 11%, respectively. Median (range) age was 73
(61-87) years, AAA size was 5.9 (5.1-10) cm, body mass index was 27 (19-
39) kg/m2, operation time was 150 (85-280) minutes, blood loss was 625
(200-4150) mL, critical care bed days was 1 (0-19), and hospital stay was 4
(2-88) days. Four (4.8%) patients returned to the operating theater within
the same admission. No patients required conversion to full laparotomy
and none had reintervention postdischarge. Two patients (2.4%) died in
the hospital, and 18 (21.7%) had postoperative adverse events, ranging
from urinary retention to myocardial infarction. New-onset atrial fibrillation
was the commonest of these events (11, 13.3%). Respiratory tract infection
incidence was low (4.8%). Incisional herniation developed in two patients
(2.4%) at a median (range) follow-up of 10 (6-25) months. Correcting for
age, cardiac complications were associated with increased odds of hospital
stay >4 days (odds ratio [OR], 7.59; 95% confidence interval [CI], 1.12-52.42;
P = .014). Correcting for ASA score, advancing age was associated with
increased risk of cardiac complications (OR, 1.18; 95% CI, 1.08-1.28; P =
.001), whereas AAA screening (patient identified through screening) and
maintaining higher intraoperative systolic pressure were both protective
(OR, 0.24; 95% CI, 0.07-0.87; P = .018) and (OR, 0.93; 95% CI, 0.89-0.98; P
= .009), respectively.
Conclusion: Left upper quadrant minilaparotomy is a feasible minimally
invasive approach to open AAA repair. This technique is associated with
low morbidity and mortality and short hospital stay, particularly in patients
identified through AAA screening.Outcomes of endovascular treatment of chronic total occlusion of the
infrarenal aorta
Tae-Hoon Kim, Young-Guk Ko, Ung Kim, Jung-Sun Kim, Donghoon Choi,
Myeong-Ki Hong, Yangsoo Jang, Won-Heum Shim
Background: Few reports have been published on the outcomes of endovas-
cular therapy in chronic total occlusion of the aorta.
Methods: Endovascular treatment was attempted in 49 patients (40 men and
nine women; aged 64.1  10.9 years) with infrarenal aortic occlusion
between January 1995 and December 2009. The first attempt at wire
passage and balloon angioplasty was usually performed by an antegrade
approach through the brachial artery. Stents were implanted with or without
intra-arterial administration of thrombolytic agents. We investigated the
immediate and midterm outcomes of endovascular therapy for chronic
infrarenal aortic occlusions.
Results: Technical success was achieved in 40 patients (81.6%). Procedural
failures were due to wire passage failure in eight patients and to emboliza-
tion and spinal cord infarction in one. Stents were implanted in 97.5% of
patients. Major complications occurred in eight patients (16.3%): two neuro-
logic events (spinal and cerebral infarction), two cases of jailed renal artery
after stenting, and one case each of periprocedural death from pneumonia,
distal embolization requiring embolectomy, iliac artery rupture requiring
implantation of covered stents, and access site pseudoaneurysm treated
with surgery. In patients treated successfully, the primary patency ratewas 88.4% at 1 year and 80.1% at 3 years. The major amputation rate was
0%. Seven patients (17.5%) required repeat intervention (n = 5) or bypass
surgery (n = 2) during the follow-up period.
Conclusion: Endovascular therapy of infrarenal aortic occlusion was feasible
in most cases, and midterm patency was favorable. However, because of
relatively high procedurally related complication rates, cautious selection
of patients and appropriate preventive measures are necessary to improve
immediate outcomes.A 5-year review of management of lower extremity arterial injuries at an
urban level I trauma center
Randall W. Franz, Kaushal J. Shah, Deepa Halaharvi, Evan T. Franz, Jodi F.
Hartman, Michelle L. Wright
Background: The purpose of this study was to review the management of
lower extremity arterial injuries to determine incidence, assess the current
management strategy, and evaluate hospital outcome.
Methods: This was a retrospective review, including trauma database query,
and medical records review set in an urban level I trauma center. Sixty-five
patients with 75 lower extremity arterial injuries were admitted between
April 2005 and April 2010. The interventions were primary amputation,
medical management, vascular surgical intervention, and subsequent ampu-
tation. The main outcome measures were age, gender, race, mechanism of
injury, type of injury, associated lower extremity injuries, concomitant
injuries, Injury Severity Score, Abbreviated Injury Scale, surgical procedures
and interventions, limb salvage rate, mortality, length of stay, and discharge
disposition.
Results: During a 5-year period, 65 patients with 75 lower extremity arterial
injuries were admitted to the hospital, yielding an incidence of 0.39% among
trauma admissions. The study population was comprised primarily of young
men, with a mean Injury Severity Score of 15.2 and a mean Abbreviated
Injury Scale of 2.7 (moderate to severe injuries). The majority of patients
(78.4%) suffered concomitant lower extremity injuries, most frequently
bony or venous injuries, whereas 35.4% experienced associated injuries to
other body regions. The most common injury mechanism was a gunshot
wound (46.7%). Arterial injuries were categorized into 42 penetrating
(56.0%) and 33 blunt mechanisms (44.0%). Involved arterial distribution
was as follows: 4 common femoral (5.3%), 4 profunda femoris (5.3%), 24
superficial femoral (32.0%), 16 popliteal (21.3%), and 27 tibial (36.0%)
arteries. The types of arterial injuries were as follows: 28 occlusion
(37.3%), 23 transection (30.7%), 16 laceration (21.3%), and 8 dissection
(10.7%). Orthopedic surgeons performed amputations as primary procedures
in 3 patients (4.6%). The majority (76.8%) of injuries receiving vascular
management underwent surgical intervention, with procedure distribution
as follows: 26 bypass (49.1%); 13 primary repair (24.5%); 7 ligation (13.2%);
4 endovascular (7.5%); and 3 isolated thrombectomy (5.7%) procedures.
Concomitant venous repair and fasciotomy were performed in 22.4% and
38.2% of cases, respectively. Medication was the primary strategy for 16
arterial injuries (23.2%). Subsequent major amputation was required for 3
patients (4.8%) who initially received vascular management. Three patients
(4.6%) died during hospitalization.
Conclusion: The current multidisciplinary team management approach,
including use of computed tomographic or conventional angiography and
prompt surgical management, resulted in successful outcomes after lower
extremity arterial injuries and will continue to be utilized.Therapeutic management of superior mesenteric artery aneurysms
Jianjun Jiang, Xiangjiu Ding, Qingbo Su, Guangyong Zhang, Qingliang Wang,
Wencheng Jian, Zhanmin Wang, Sanyuan Hu
Objective: Superior mesenteric artery (SMA) aneurysms are rare but life-
threatening entities. This study summarizes our experience in providing
therapeutic management for true aneurysms of the SMA.
Methods: Between February 1998 and March 2010, 10 patients were diag-
nosed with true SMA aneurysms in our hospital. Medical data for demo-
graphics, clinical presentation, diagnosis, aneurysm characteristics,
treatment modalities, outcomes, and follow-up were retrospectively
analyzed.
Results: Ten patients (six women, four men) were enrolled with a mean age
of 56.7 years (range, 42-69 years). One patient (10%) had aneurysm rupture
and presented with abdominal pain, and seven (70%) were asymptomatic.
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cm). Of 10 patients, 5 received endovascular stent graft repair, 2 were
treated surgically, 2 were observed, and 1 with aneurysm rupture died of
hemorrhagic shock before surgery. The two surgical patients underwent
SMA reconstruction after aneurysmectomy, and segmental bowel resection
was performed in one patient after reconstruction. The overall mortality
was 10%. Postoperative gastroparesis was identified in one patient (14.3%).
Mean operation time was 3.6 hours in the surgical group and 1.3 hours in
the endovascular group. Mean postoperative hospital stay for the two groups
was 20.0 days and 2.2 days, respectively. Mean follow-up was 30.9 months
(range, 3-72 months). Endoleak was found in one patient 3 months after
endovascular repair.
Conclusion: True SMA aneurysms are uncommon entities with definite
rupture risk and mortality. Compared with surgical intervention, endovascu-
lar stent graft placement is associated with less trauma and rapid recovery;
It may be a promising alternative to surgical intervention. The most appro-
priate treatment depends on the characteristics of the lesion and the condi-
tion of the patient.
From the Western Vascular Society
A comparison between one- and two-stage brachiobasilic arteriovenous
fistulas
Tyler S. Reynolds, Mohamed Zayed, Karen M. Kim, Jason T. Lee, Brandon
Ishaque, Ramanath B. Dukkipati, Amy H. Kaji, Christian de Virgilio
Objectives: Brachiobasilic arteriovenous fistulas (BBAVF) can be performed
in one or two stages. We compared primary failure rates, as well as primaryand secondary patency rates of one- and two-stage BBAVF at two
institutions.
Methods: Patients undergoing one- and two-stage BBAVF at two institutions
were compared retrospectively with respect to age, sex, body mass index,
use of preoperative venous duplex ultrasound, diabetes, hypertension, and
cause of end-stage renal disease. Categorical variables were compared using
chi-square and Fisher’s exact test, whereas the Wilcoxon rank-sum test was
used to compare continuous variables. Patency rates were assessed using the
Kaplan-Meier survival analysis and the Cox proportional hazards model with
propensity analysis to determine hazard ratios.
Results: Ninety patients (60 one-stage and 30 two-stage) were identified.
Mean follow-up was 14.2 months and the mean time interval between the
first and second stage was 11.2 weeks. Although no significant difference
in early failure existed (one-stage, 22.9% vs two-stage, 9.1%; P = .20), the
two-stage BBAVF showed significantly improved primary functional patency
at 1 year at 88% vs 61% (P = .047) (hazard ratio, 0.2 (95% confidence interval
[CI], .04-.80; P = .03). Patency for one-stage BBAVF markedly decreased to
34% at 2 years compared with 88% for the two-stage procedure (P = .047).
Median primary functional patency for one-stage BBAVF was 31 weeks (inter-
quartile range [IQR], 11-54) vs 79 weeks (IQR, 29-131 weeks) for the two-
stage procedure, respectively (P = .0015). Two-year secondary functional
patency for one- and two-stage procedures were 41% and 94%, respectively
(P = .015).
Conclusions: Primary and secondary patency at 1 and 2 years as well as func-
tional patency is improved with the two-stage BBAVF when compared with
the one-stage procedure. Lower primary failure rates prior to dialysis with
the two-stage procedure approached, but did not reach statistical signifi-
cance. While reasons for these finding are unclear, certain technical aspects
of the procedure may play a role.
